Takotsubo cardiomyopathy simulates acute myocardial infarction, and it is characterised by reversible left ventricular failure. A case of Takotsubo cardiomyopathy diagnosed after emergency angiography performed in a patient with evidence of acute myocardial infarction in the postoperative period will be described in this report. Transurethral resection of a bladder tumour (TUR-BT) was performed in a 92-year-old male patient by the urology clinic. The patient was transferred to the post-anaesthesia care unit after the operation. An echocardiography was performed because of the sudden onset of dyspnoea, tachycardia (140-150 beats per minute, rhythm-atrial fibrillation) and ST-segment elevation on electrocardiography (ECG) at the first postoperative hour, and midapical dyskinesia was detected at the patient. An immediate angiography was performed due to suspicion of acute coronary syndrome. Patent coronary arteries and temporary aneurysmatic dilatation of the apex of the heart were revealed by angiography. As a result of these findings, the patient was diagnosed with Takotsubo cardiomyopathy by the cardiology service. The patient was discharged uneventfully following 10 days in the intensive care unit. Aneurysm of the apex of the left ventricle and normal anatomy of the coronary arteries in the angiography have diagnostic value for Takotsubo cardiomyopathy. Diuretics (furosemide) and beta-blockers (metoprolol) are commonly used for the treatment of Takotsubo cardiomyopathy. Even though Takotsubo cardiomyopathy is a rare and benign disease, it should be kept in mind in patients suspected for acute myocardial infarction in the postoperative period.
Introduction
T akotsubo cardiomyopathy develops in association with catecholamine discharge after acute stress or coronary artery spasm (1) (2) (3) (4) (5) . It stimulates acute myocardial infarction and is characterised by reversible left ventricular failure (1) (2) (3) (4) (5) .
The name of the disease was coined on the basis of similarity between the appearance in systole on ventriculography and Takotsubo (a kind of octopus trap in Japan) (4) . Stress-induced cardiomyopathy and transient left ventricular apical ballooning syndrome are other names used for this disease (4) . It is classified among cardiomyopathies by the American Heart Association (6).
Although this disease was reported in some studies before 1990, Sato et al. (5) from Japan first defined the term of takotsubo cardiomyopathy.
Takotsubo cardiomyopathy constitutes 1-3% of suspicious acute coronary syndromes. It is seen in women at a rate of 90%. The mean age of patients is 58-75 years (4, 7).
The most common symptoms of the disease are chest pain and dyspnoea (1) (2) (3) (4) (5) . Changes in the electrocardiography (ECG), especially abnormally high levels of ST and negative T, are encountered frequently (4).
In this case report, a patient with evidence of postoperative myocardial infarction who was diagnosed with takotsubo cardiomyopathy after having undergone emergency angiography is presented.
Case Presentation
Before reporting the data of the 92-year-old male patient, his written informed consent was obtained. Transurethral resection of a bladder tumour was planned by the urology clinic. His preoperative evaluation revealed that he had chronic renal failure and hypertension, and he was evaluated to be American Society of Anesthesiologists (ASA) III. His preoperative ECG was normal.
Following ECG, SPO 2 and non-invasive arterial monitoring, spinal anaesthesia was applied to the patient, who did not have a history of coronary artery disease, by giving 12, 5 mg heavy bupivacaine with a 25 gauge spinal needle through the L4-5 interspace. No problem was encountered during the operation that lasted for 60 minutes. The patient was transferred to the post-anaesthesia care unit after the operation. Cardiology consultation was requested for the patient because of the sudden onset of dyspnoea, tachycardia (140-150 beats per min, AF rhythm) and ST-segment elevation on ECG at the first postoperative hour. A blood sample was sent for evaluating cardiac enzymes, and echocardiography was planned for the patient. Midapical dyskinesia was detected in the echocardiograph.
The patient underwent an immediate angiography because of a suspicion of acute coronary syndrome. Angiography revealed patent coronary arteries and temporary aneurysmatic dilatation in the apex of the heart (Figure 1 ). After this procedure, the patient was transferred to the intensive care unit for follow-up and treatment. Cardiac enzymes were found to be within normal intervals. The patient was diagnosed with takotsubo cardiomyopathy in the evaluation conducted by the cardiology service. The patient was uneventfully discharged 10 days later.
Discussion
In takotsubo cardiomyopathy, symptoms and transient apical wall motions typically disappear in days or 1-2 weeks (1-4). It has a good prognosis, and the rate of mortality at hospital was reported to be 0-8% (4).
It was reported that the symptoms of this disease are felt more often at the morning hours on Mondays (1, 4) during summer, the reason of which has been explained by excessive secretion of catecholamine discharge due to stress. It is stated that this discharge is more apparent especially in the mornings of Mondays during summer (1).
This disease with a good prognosis, which is thought to develop because of sudden stress and catecholamine, should be differentiated from the diseases with high morbidity and mortality, including acute myocardial infarction, myocarditis, aortic dissection and cardiac tamponade, because their follow-up and treatment periods differ (1-7). Emergency angiography is an effective method for differential diagnosis. In patients suspected to have postoperative acute myocardial infarction, emergency angiography is used as a routine diagnostic and treatment method at present (1, 3, 7) . Left ventricular apical ballooning and normal coronary arteries in angiography are diagnostically valuable for takotsubo cardiomyopathy (4). For establishing a final diagnosis, diseases leading to catecholamine discharge such as pheochromocytoma, head trauma, stroke and palsy should be ruled out (1, 2, 8 ).
Psychiatric disorders (posttraumatic stress disorder, depressive disorder, etc.), neuroleptic therapy, sympathetic nervous system disorder, decrease in heart rate variability, changes in platelet function and increase in pro-inflammatory processes, radiotherapy for cancer, pain attacks and Alzheimer's disease increase the possibility of the development of takotsubo cardiomyopathy (8-10).
Although takotsubo cardiomyopathy displays a good prognosis, cardiac rupture, ventricular arrhythmia and apical thrombus are rare but fatal complications (4) . Therefore, patients with this disease should be followed-up in the intensive care unit for a while. They should be followed-up with echocardiography, and these possible complications should be tried to be eliminated through intra-aortic balloon pump, antithrombotic medications and beta blockers (4) . The treatment of takotsubo cardiomyopathy is usually carried out with a diuretic (furosemide) and beta blockers (metoprolol) (1) (2) (3) (4) (5) (6) (7) 10) . Antithrombotic therapy and reperfusion application are generally unnecessary for this patient group (7) . Other treatment agents that can be used include angiotensin converting enzyme inhibitors, angiotensin II type 1 receptor blockers, specific aldosterone antagonist (Spironolactone) and anxiolytics (4, 10) . If necessary, positive pressure ventilation for respiration support and opioid therapy in case of pain can be used (10) .
Smoking, excessive consumption of alcohol, high levels of anxiety and hyperlipidaemia increase the rate of mortality in this patient group (8) .
Conclusion
Although takotsubo cardiomyopathy is a rare disease with a good prognosis, it should be kept in mind for patients suspected of having postoperative acute myocardial infarction and it should be observed for follow-up and treatment under intensive care conditions. Turk J Anaesth Reanim 2015; 43: 47-9 
